The historic, cultural separation of primary care and behavioral health has caused the spread of integrated care to lag behind other practice transformation efforts. The Advancing Care Together study was a 3-year evaluation of how practices implemented integrated care in their local contexts; at its culmination, practice leaders ("innovators") identified lessons learned to pass on to others.
Triple Aim of better patient experience, lower costs, and improved population health. 4, 5, 6 The Advancing Care Together (ACT) study was a demonstration and evaluation project involving 11 diverse practices in Colorado pursuing their own ideas about how to integrate care under local conditions, using available resources. 7, 8 After practice leaders from these rural and urban, large and small, public and private practices worked together for 3 years, through conflicts, employee turnover, and crises, they convened for 2 days to reflect on the practical lessons they had learned about integrating BH and PC to meet the needs of patients. They accepted the responsibility to candidly debate and discern messages for other practices considering the pursuit of better care for their patients through integration.
Prior JABFM publications from ACT described 5 organizing constructs that shape integrated behavioral health 9 : (1) the REACH, or the extent to which services are delivered to the target population 10 ; (2) the physical layout of the integrated work space 11 ; (3) the approach to patient transitions via warm handoffs or referrals 12 ; (4) the care pathways for varying severity of illness; and (5) a shared mental model. These were published in a supplement along with 4 other articles that contend that successful integration requires: (1) appropriate workforce preparation 13 ; (2) integrated electronic health records (EHRs) 14 ; (3) adequate staffing ratios and flexible scheduling 15 ; and (4) external financing to cover the associated costs to the practice. 16 Editorials and commentaries in the supplement relate these findings to policy, 17 practice transformation research, 18 and leadership theory. 19 These prior publications represented the analysis of empirical observations by the ACT evaluation team, and, in the case of commentaries and editorials, the viewpoints of external experts. In contrast, this article examines a previously unanalyzed data set of direct messages from practice leaders: experts in how integration is cultivated on the ground. The purpose of this article is to report these messages from the ACT innovators to those who may follow in their footsteps.
Methods

Practices
The ACT study was sponsored by the Colorado Health Foundation and administered by the Department of Family Medicine at the University of Colorado-Denver with a steering committee of national and local experts and an independent evaluation conducted by a team at Oregon Health & Science University. Clinicians and practice staff were invited to propose their own ideas for integrating BH and PC, and the steering committee selected a diverse sample of 11 practices, including both community mental health and PC practices. Each practice received up to $150,000 over 3 years to enable their participation in the study. 8 
Data Collection
At the end of 3 years of participation in the ACT study that included multiple collaborative meetings among the practices and local site visits, practice leaders (referred to as "innovators" throughout the remainder of this article) from the sites came together for a closing meeting on September 12-13, 2014. This closing meeting was designed to systematically harvest the most important lessons learned by the innovators in all 11 practices, distilled into practical messages that the innovators wanted to pass on to others pursuing integrated care. Data were collected in 4 stages: (1) practices reflected together on the 3-year experience; (2) 6 simultaneous small group conversations produced 6 sets of written messages; (3) the larger group synthesized the small group messages into clearer and more powerful messages embraced by all; and (4) the authors synthesized and organized these messages for transmission to others on behalf of those practices. The first 3 stages of this process were planned in advance, with stages 2 and 3 facilitated systematically.
Stage 1: Warm-up reflections in the full group. An innovator from each practice was asked in advance to comment on day 1 about the approach their practice pursued, how they would "sell" integration, how best to set up leadership, advice to others seeking to integrate care in their organization, communication strategies, and what policy changes they felt were most needed. These were captured in notes by group facilitators for innovators to review overnight before stage 2.
Stage 2: Crafting messages in small groups. Over 4.5 hours the following day, the innovators articulated the most important messages for future implementers. Innovators were divided into 6 facilitated workgroups of 8 to 10 that included patient representatives and members of the ACT program office, steering committee, and evaluation team assisting as requested to help the innovators crystallize their lessons and messages. The first phase asked "What did you learn as an innovator that you most want to leave for others who may follow in your footsteps -lived experience for others to load their own experiments for success?" The second phase involved turning "what we learned" into specific practical messages. The messages were prioritized to consensus within each small group for report to the full group the next day. A recorder in each group captured the work on flipcharts, worksheets, or typed notes.
Stage 3: Large group synthesis. For 90 minutes on the final morning, the full group articulated common themes, along with significant differences, in the messages created by all 6 groups. In the first phase, each small group reported out their messages and answered any questions of clarification. The task for all was to simply listen -knowing that the next phase would be to identify what was in common across messages, connect them, and enrich them with the insights of the entire group. In this second phase, the facilitator led a large group discussion that synthesized the messages, adding nuance and detail as appropriate. This synthesis discussion was audio-recorded and transcribed.
Analysis
The analysis was informed by a general inductive approach: to condense the textual data into brief summary format and develop a message framework reflecting the underlying experience of the innovators. 20 This was done via immersion/crystallization, 21 as each of the authors separately immersed themselves in all of the source data, noting themes as they emerged. The authors then came together to resolve discrepancies in their crystallized themes in iterative cycles until consensus was reached, returning to the raw textual data regularly to ensure that fidelity to the original messages and language was preserved.
Thus, the analysis was in effect a 3-stage process of crystallization: (1) innovators reflected on their experiences to crystallize key messages in small groups; (2) the facilitated large group summary report-out crystallized themes across groups and delved into the relationships of the themes with one another; and (3) the authors immersed themselves in all of the textual data to organize and crystallize the final set of messages.
Results
Five main themes captured the messages from ACT practices to those who might follow in their footsteps: (1) frame integrated care as a necessary paradigm shift to patient-centered, whole-person health care; (2) initialize: define relationships and protocols up front, understanding they will evolve; (3) build inclusive, empowered teams to provide the foundation for integration; (4) develop a change management strategy of continuous evaluation and course correction; and (5) use targeted data collection pertinent to integrated care to drive improvement and impart accountability. The idea of the paradigm shift is a global orientation to an innovative process that displaces practice notions that integrated care can be accomplished by a few small adjustments in customary practice. The initialization work precedes and prepares for change but also extends into the subsequent concepts ( Figure 1 ). Each theme is presented below with a brief explanation and key messages from the innovators that defined them. 
Frame integrated care as a necessary paradigm
Initialize: define relationships and protocols up front, understanding they will evolve
Consider the use of a template or "starter kit" for a successful beginning, but balance this with the knowledge that the process of integration will vary by practice, change over time, and "there is no one right way to do this." a) Create a shared vision using common language that everyone understands.
To establish consensus, "bring everyone to the Incorporate all roles of clinic staff into the team, from BH and PC providers to the Board of Directors, medical assistants, front desk, and maintenance staff. View the levels of the team as having equal standing and role to play, not as a "top-down" hierarchy. In particular, avoid hierarchy between PC and BH providers.
"The patient is the center of the team, so know your patients and their circumstances." "The patient should be the driver." "Make sure every provider has the chance to work in an integrated fashion as a team member." "One reason we see these practices fail is because PC just hires a BH provider, and that is not a partnership… BH providers would be involved in planning and organization, BH would have more care coordination involvement, BH has a vote in the organization in structure and management of money… it is less of a top-down approach from PC to BH."
b) Invest in relationship-and trust-building among team members by scheduling regular multidisciplinary, interprofessional communication. 
"If you don't trust your [team] members, it's not going to work." "Invest in building and
Discussion
These lessons learned by the ACT innovators in integrating BH and PC are focused insights into "on the ground" integration from a perspective that is not easily gleaned from practice checklists or the literature. The innovators created these key messages, expressed here in their original language, for use by other practice leaders. Existing integrated care checklists provide the "what" that practices must accomplish; the themes in this article contextualize the "what" with the "why" and "how." The themes mirror, in a complementary fashion, recently articulated pathways to integrated care. 22 While some of these findings may be familiar to leaders and practices with experience in practice redesign, these messages also present insight into the unique challenges of integrating behavioral health care. For example, previous research on the transition to the PCMH has described the importance of relationships in practice transformation; healthy relationships provide the foundation for change to occur. 23 However, while the PCMH model has gained acceptance and spread over the last decade, the movement toward integrated care has seen slow progress over 40 years. A sociological shift in relationships is required for integrated care: one that involves the culture of health care providers and even how medicine itself is viewed. Physical and behavioral health-and the providers of such care-are united on even ground in integration, and the extent to which this is a radical change should not be underestimated. The ACT innovators realized integrated care presents a special case in practice transformation; their messages indicate the need for dramatic shifts in relationships, mindset, and purpose.
These shifts to equalized relationships, a mindset of whole-person health, and a set purpose of truly meeting patients' needs are foundational changes, and changes of such magnitude make adaptive leadership essential. In adaptive leadership, solutions stem from the collective intelligence of all team members rather than upper-level management. 24 Adaptive leaders support their team, rather than direct them. The innovators' messages on identifying leaders at all levels and ensuring all members of the team have an equal voice echo these principles.
Although other practice transformation efforts have been grounded in usual continuous quality improvement and technical adjustments to an existing paradigm, the new paradigm of integrated care requires that these foundational shifts occur first to enable quality improvement to be successful. However, continuous quality improvement is still an essential part of the transformation to integrated care, fitting under the theme, "use targeted data collection pertinent to integrated care to drive improvement and impart accountability." Many rapid-cycle methods for continuous quality improvement (eg, 6-sigma, lean, Plan-Do-Study-Act [PDSA]) have been articulated for use in healthcare settings 25 ; the ACT innovators did not reference 1 methodology as preferred in particular but instead highlighted the need for developing a plan for continuous feedback loops from the beginning.
These 11 practices in Colorado comprised a purposeful sample of diverse settings, ranging from rural to urban, Federally Qualified Health Centers to private practices, and Mental Health Centers to PC clinics. The practices all took an adaptive rather than prescribed approach to integration; as such, these Develop a plan for increasing awareness amongst patients about integration and available services (possible themes for patient messaging could include "one-stop shop," "we specialize in all of you," "whole-person care.") c. Encourage a broader-scale call for integration by engaging patients early and often 5. Use targeted data collection pertinent to integrated care to drive improvement and impart accountability a. Collect data on defined, priority outcomes to measure your progress toward integrated care and also to demonstrate the value of integrated care to external stakeholders Routinely provide outcomes data to individual providers on their performance compared to practice averages as well as target levels.
b. Create feedback loops for data to inform quality improvement efforts c. Report data internally both at the level of the practice for shared accountability and at the individual provider level to motivate change EHR, electronic health record.
real-world lessons likely have relatively strong external validity for other frontline practices. Another strength of these findings lies in the continuity of shared experience during a 3-year period, leading to development of a high level of trust, candor, opportunities for self and group correction, and a sense of mission and duty to share hard-earned knowledge. Practice leaders, facilitators, and learning collaboratives striving to integrate care might use these key messages as a guide, perhaps allowing practices to avoid pitfalls experienced by early innovators and accelerate their transformation. (Table 1 ).
